Introduction
Chronic disease is a major cause of death and disability worldwide. In 2007, chronic diseases were found to be responsible for 88% of the disability burden using disability-adjusted life years in Queensland. 1 For the region of Central Queensland, the picture of chronic disease is worse than Queensland overall and Australia. Mortality rates for cardiovascular disease, as well as rates of people who smoke, who are obese/overweight and who also suffer from asthma and type 2 diabetes are higher in Central Queensland when compared with state and national levels. 2 Almost two thirds of avoidable hospitalisations in Australia have been attributed to chronic health conditions. 2 From 2000 to 2001, nearly 60% of allocated national health expenditure in Australia was accounted for by chronic diseases excluding injuries. 3 In light of significant allied health workforce shortages to adequately address the increased burden of chronic diseases within the community, the Central Queensland Health Service District (CQHSD) initiated the Capricornia Allied Health Partnership (CAHP) project. CAHP used a student-assisted clinical placement model within a chronic disease service to increase access to prevention and early-intervention allied health services.
The aim of this paper is to describe the sociodemographic and health-related characteristics of patients with chronic disease referred to the CAHP clinic. The data gathered provide a picture of the health of patients at their first attendance to the service (baseline). These data, along with planned short-and medium-term longitudinal studies, will assist in planning future service delivery and research. The importance of documenting the characteristics of chronic disease patients entering a service such as CAHP has been highlighted by studies that have linked patient characteristics to health outcomes and health costs. 4, 5 In addition, understanding the characteristics of people attending a service can assist in planning and refining service delivery. 6 
Methods

Ethics
Ethical approval was obtained from the CQHS District (HREC/11/QCQ 19) to include data collected retrospectively between February 2010 and November 2010.
Clinical setting
At CAHP, allied health students work in an interprofessional clinical environment as part of a third or fourth year student placement, where they deliver allied health outpatient services under the supervision of experienced clinical staff. During the study period, students and clinical staff from the professions of nutrition and dietetics, occupational therapy, exercise physiology, podiatry, pharmacy and social work were included in the clinic, with a student to supervisor ratio of 4:1. The average length of student placement over the study period was 5.6 Ϯ 2.0 weeks, 7 with 97% of students enrolled at a university outside the Central Queensland region. 7 Students were placed in the clinic for the full 10 months that data were collected in the study, with a total of 73 student placements in the aforementioned professions. 7 Patients accessed services at the clinic by referral from their general practitioner (GP), or local hospital or by self-referral. Referrals were directed at one or more allied health professions for the management of clients, with conditions including type 2 diabetes mellitus, cardiopulmonary disease, chronic kidney disease, obesity, chronic back pain, chronic venous disease, osteoarthritis and rheumatoid arthritis.
Patient's first contact with CAHP was through a single point intake screening process, where patient's 
Outcome measures
A combination of self-report and observer-administered measures was used to collect patient data at intake to the services. The sociodemographic information collected is detailed in Table 1 . Self-report measures included the number of prescribed medications in use, the number of hospitalisations in the previous 12 months, psychological distress measured using the Kessler10 8 and smoking status (current, previous, passive or non-smoker). Observer-administered measures included height and weight, used to calculate body mass index (BMI). Multimorbidity was measured by counting the number of GP diagnosed chronic diseases (Table 2) .
Procedures
Students were trained to administer the outcome measures in a standard manner and to provide standard instructions to patients regarding completion of the selfreport measures.
Data analysis
Descriptive statistics including means and standard deviations, percentages and confidence intervals were used to analyse data. Where possible data were grouped into subgroups to match Australian Bureau of Statistics normative reference data. [9] [10] [11] [12] [13] Chi-square goodness of fit was used to determine the difference between the study population, and local and national normative reference groups for sociodemographic and health-related characteristics. Sample proportions with 95% confidence intervals were used to analyse the difference in the subgrouping of health-related characteristics between the study population and national normative reference groups, where a reference group was available.
Results
Patients were referred to the CAHP clinic primarily by GPs, with the most common reasons for referral being diabetes (40.5%), cardiac conditions (18.3%) and osteoarthritis (18.5%) ( Table 3 ). The mean age of patients was 56.4 years with a range from 13 to 92 years. Over half of the patients were married (54.9%) and had completed grade 10 of secondary school or less (66.2%). The largest percentage of patients were retired (31.3%), followed by those receiving a disability support pension (20.9%). Indigenous patients made up 7.1% of the sample ( Table 1) . The majority of patients were from inner regional or outer regional areas (76.7% and 22.2%, respectively). The majority of patients (76.7%) lived in communities of relative socioeconomic disadvantage ( Table 1) .
Comparison of the sociodemographic characteristics of the study population with a normative reference group indicated significant differences in the characteristics of age, gender, highest level of school completed, employment, remoteness and index of social disadvantage (Table 1) .
In terms of health-related characteristics, almost all CAHP clinic patients (97%) had been diagnosed with multimorbidities. The mean number of chronic diseases for the sample was close to five, with a range of 1-12 (Table 4 ). The most common diseases reported by GPs were hypertension (60%), osteoarthritis (59%) and diabetes (46%), with 36% of patients reported to have mental health issues ( Table 2 ). The mean number of prescribed medications was 5.67; however, 90% of patients were taking two or more medications. In addition, almost half (43.3%) of the patients were hospitalised during the previous year. The number of hospitalisations in the past 12 months was significantly higher than the national normative reference group 13 (P < 0.0001) ( Table 5 ).
The mean level of psychological distress of the study sample was moderate. A highly significant difference was found between the study sample and the normative reference group (P < 0.0001), with a higher proportion of people with moderate to very high psychological distress in the study sample 12 (Table 6 ). Based on BMI measured at intake, 89% of patients were overweight or obese, with a mean BMI of 35.31 kg m -2
. There was a significant difference (P < 0.0001) in the proportion of patients who were classified as underweight/normal weight, overweight and obese compared with the National Survey of Mental Health and Wellbeing 12 sample, with a greater proportion of obese people and a lower proportion of overweight and normal/underweight people in the study sample (Table 6 ). The smoking status of the study sample was significantly different (P = 0.0021) compared with the National Survey of Mental Health and Wellbeing 12 sample, with the proportion of previous smokers higher but the proportion of current smokers lower than the comparison group (Table 6 ). 
<0.0001
Low ( The mean, SD, range, and CI have not been reported for smoking status as this is a categorical variable only. The mean, SD, range and CI have not been reported for the K10 categories of low, moderate, high or very high, or for the BMI categories of underweight/normal weight, overweight, obese, or overweight or obese for the study sample. BMI, body mass index. CI, confidence interval; SD, standard deviation.
Discussion
The profile of people attending the regional CAHP service in Central Queensland differs to that described in many chronic disease studies. Firstly, a diverse range of chronic diseases were seen compared with many chronic disease programs that focus on people with one particular chronic disease. Secondly, almost all of the people attending the clinic had multimorbidity (97%); thus, the accumulated severity of their chronic disease(s) is likely to be higher than that reported for those with a single chronic disease in other studies. Sociodemographic characteristics (age, unemployment, low education level and ethnicity) negatively impact on health outcomes including hospitalisation rates and quality of life for people with chronic diseases. [14] [15] [16] In comparison with the Rockhampton Statistical Local Area (SLA) (the region in which the CAHP clinic is located), the CAHP patient group rated more poorly on the highest level of school education, employment and The Index of Social Disadvantage, suggesting more social disadvantage than the local population. For example, 8.5% of CAHP patients were unemployed compared with 3.4% for the Rockhampton SLA 9 , and 66.2% of CAHP patients nominated their highest level of education as secondary grade 10 or below (considered to be a low or very low level 17 ) compared with 46.4% for the Rockhampton SLA.
12, 18 Although there was a higher percentage of patients who identified as an Aboriginal person and Torres Strait Islander in the study (7.1%) compared with 5.9% of persons for the Rockhampton SLA, 19 this difference was not significant. Factors including multimorbidity, previous hospitalisations, multiple medication use, obesity, psychological distress and smoking have been linked to unfavourable chronic disease health outcomes. 15, 20, 21 Almost half of the CAHP clinic patients reported being hospitalised in the last 12 months, 90% were taking multiple medications, 89% were overweight or obese, 12.7% had selfreported very high psychological distress and 48.9% were current or previous smokers. The 36% of patients who were reported to have mental health issues by their GPs corresponded to the proportion of patients with self-reported high or very high psychological distress (28.4%). Based on these characteristics, the patients in this study are at high risk in terms of mortality and morbidity, placing a large burden on the health system.
The patient intake data presented in this report provides a valuable basis from which to plan and refine future service delivery at the regionally based CAHP clinic. For instance, the high percentage of patients (90%) taking multiple medications highlights the importance of implementing pharmacy interventions to manage the side-effects experienced by patients taking these medications. Similarly, the high proportion of patients with very high psychological distress compared with the normative reference group highlights the need for adequate provision of mental health services. Findings such as the high level of socioeconomic disadvantage compared with the local community and high levels of multimorbidity have implications for future research into the health outcomes of patients attending the clinic. For example, controlling for socioeconomic status and disadvantage is recommended in studies of intervention effectiveness, and considering the high percentage of multimorbidity, longitudinal study designs might be more appropriate than cross-sectional randomised, controlled trials. 22 Limitations of the study include the retrospective design that limited the ability to control for bias and to reduce the amount of missing data. In addition, many measures of health-related characteristics were chosen for their clinical utility; however, the validity of some of these measures for chronic disease needs to be confirmed in chronic disease samples in future studies. It should also be pointed out that some of the differences between the study sample and normative reference groups might be accounted for by differences in the mode of administration of measures and other administrative variations. For example, the Kessler10 8 data were interviewer-administered in the study sample but selfadministered in the normative comparison group.
In summary, the data presented might serve as a guide to the CAHP clinic, other chronic disease services and future research with respect to the chronic disease patient characteristics that are important to consider.
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